MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH —63-021155
DEPARTMENT OF PUBLIG HEALTH AND IIE.I.FAR? e : ‘
Regiatration District No. - ___.__ 3/8 ___ primary Registeation Disteiet No.: S F__ Registrars No. _ZJCQ . STATE FILE NUMBER

1. PLACE OF DEATH [{2. USUAL RESIDENCE (Where daceased lived. If instifulion: Residence before

a. COUNTY St - c ha_rle g a. STATE MO o b. COUNTY S t - Cha 'f'l e sadmissioh)
b. CITY (If autside corporate. limits, give TOWNSHIP only) Length of stay in Th ¢ CITY Inside Limirs"

OR
ToWmN  gt, Charles 7_83""‘ st. Charl_es Yes (¥ Mo []

c. ﬁ%}.’p’fﬂio? {If NOT in haspital, give-location) Inside Limits d. :;EI;IETSS (If eutside, give location) Reside on Farm

INSTIVUTON o, Joseph's Hospital]™® %0 _ 1008 Chargene Yo O Ne

3. NAME OF DECEASED First- Middle “Last 4. DATE Month
{Type or, print} OF Day Year

Barbars Ao Carlson DEATH 5 16 1963

5. SEX: 4. COLOR OR RACE 7. Married ff]  Never Married [] |8, DATE OF BIRTH | % AGE {last birthday) | IF UNDER ] YEAR IF UNDER 24 HR

jemale White Widowed [] Diverced [ 7__1_ 40 Months'| Daya Hours Min.

10a. USUAL, OCCUPATION (Give kind Vof_ _\Ai'qu done | 10b. KIND OF BUSINESS.OR INDUSTRY| 11. BIRTHPLACE (City and state or country) [ 12. CITIZEN OF WHAT COUNTRY
during most of working life, even if retited) .

. _Hougekeeper Home Marcug, JTowa USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME T4. NAME OF RUSBAND OR WIFE

John Goburn _Beuleh Simons James Carlson
15. WAS DECEASED:EVER IN LL.S. ARMED FORCES? . ]| 17. INFORMANT. Address
(Yes, no, or unknown)| (If yu, ‘give war or dafes of ser

NS, . James Carlson St.Charles, Mo,
- -18. CAUSE OF DEATH, (En!er only ane cause per tine for {al; (b) and (:) ’ . INTER\IAL BETWEEN

PART I. DEATH WAS CAUSED BY ‘?_ = ONSET AND OEATH
IMMEDIATE CAUSE (a) W MZ‘—J ~R.- :

Conditions, if any, DUE TO.(h)
which gave rise fo
abova cause (a),
stafing. the under-.
lying ~ cause last. DUE 10 {5}

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH Gut nat relzted to the terminal PART Il If deceased was fomale was
disease condition rven in PART:) (a) ‘ . ¢ there a pregnancy in last 90 days.
L}

‘ CONCrsrmp e plimesy - [Dve O ne | O Usknown
19. WAS AUTOPSY | 20s. ACCIDENT  SWIFIDE HOMUIC”JE 20b. DESCRIBE HOW. RY OCCURREP. {Enter nature’ofinfury in PART | or PART 1l of ‘ftem 13.)
ERFO O i

0O NOT WRITE
ON THI§ 5TUB AMENDED

VS 300
Rev.-4/59

DATE AMENDED

DOCUMENT
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20c: TIME OF ; Monith, Day, Yeor|
INJURY n

MEDICAL CERTIFICATION

20d., INJURY OCCURRED 20e. PLACE OF INJURY {e.g.,'in or-about home, | 20f, CITY, TOWN, OR'LOCATION COUNTY : STATE
=~ "WHILE AT WORK ) farmn, factory, straet, office bldg!, etc.)
NGT WHILE AT WORK [0

- 21. l:attended the ‘d d from '3‘// /_é 2 to r//éLi—znd last. uw.‘.’allve an__wz——

Death oceyrred av__?} Lo 4 m on the date ststed above, and to the best of my Imawlodye, from the causes stoted.
22¢. DATE SIGNED

" 222 SIGNATU _ {Degree ortitle} 27k, ADDRESS
CM, @%zz MDD, - 5. bl Clnr 57
b. DATE 7 (s1éie)

SHOULD READ

USE BLACK INK
OR
TYPEWRITER RIBBON

233. BURIAL, CREMATION, 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION [City, town, or county)

REMOVAL (Specify) ar

24, FUNERAL DIRECTOR ADDRESS : CD. BY LOCAL REG. | 25. REGIS b - /

Arthur C. Bause 620 Jefferson Ax, /43 275,.“

BY AFFIDAVIT OF-

ITEM NO,

{Li d Embalmi ment.an Reverse Side)




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

Student Embalmer No.

or by
\
working under my personal supervision,

Student.

‘Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply

with the above constitutes grounds for revocation of license). )
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If_ thisAbody is not embalmed, fact should be so stated above.
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